SUMMARY -Endometriosis is a common chronic disease characterized by growth of the endometrial gland and stroma outside the uterus. Symptoms aff ect physical, mental and social well-being. Extrapelvic location of endometriosis is very rare. Abdominal wall endometriosis occurs in 0.03%-2% of women with a previous cesarean section or other abdominopelvic operation. Th e leading symptoms are abdominal nodular mass, pain and cyclic symptomatology. Th e number of cesarean sections is increasing and so is the incidence of abdominal wall endometriosis as a potential complication of the procedure. Th ere are cases of malignant transformation of abdominal wall endometriosis. Th erefore, it is important to recognize this condition and treat it surgically. We report a case of a 37-year-old woman with abdominal wall endometriosis 11 years after cesarean section. She had low abdominal pain related to menstrual cycle, which intensifi ed at the end of menstrual bleeding. A nodule painful to palpation was found in the medial part of previous Pfannenstiel incision. Ultrasound guided biopsy was performed and the diagnosis of endometriosis confi rmed. Surgery is the treatment of choice for abdominal wall endometriosis. Excision with histologically proven free surgical margins of 1 cm is mandatory to prevent recurrence. A wide spectrum of mimicking conditions is the main reason for late diagnosis and treatment of abdominal wall endometriosis. In our case, the symptoms lasted for eight years and had intensifi ed in the last six months prior to surgery.
Introduction
Endometriosis is a common chronic disease characterized by growth of the endometrial gland and stroma outside the uterus. It depends on the cyclic change in steroid hormones. Symptoms aff ect physical, mental and social well-being 1 . It occurs in 10%-15% of women of reproductive age, i.e. about 16 million women in the EU. Extrapelvic location of endometriosis is very rare. Abdominal wall endometriosis (AWE) refers to endometrial tissue in the abdominal wall. It can be primary (umbilical endometriosis) or secondary (after trauma or surgery, when it is called scar endometrioma). Scar endometrioma occurs in 0.03%-2% of women with a previous cesarean section or other abdominopelvic operation. Scar endometrioma is the result of direct implantation of endometrial tissue into the scar at the time of surgery. Diff erential diagnosis includes abscess, lipoma, hematoma, sebaceous cyst, suture granuloma, incision hernia, lymphoma, etc.
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. Th ere is an increasing number of cesarean sections and so is the incidence of scar endometrioma as a potential complication of this procedure. Th ere are reports of malignant transformation of AWE 3, 4 . Th erefore, it is important to recognize the condition and treat it surgically.
Case Report
We report a case of a 37-year-old woman presenting with low abdominal pain related to menstrual cycle, which intensifi ed at the end of menstrual bleeding. Her average menstrual cycle duration was 28 days, with fi ve days of vaginal bleeding. She gave birth by cesarean section 11 years before. In her past medical history before cesarean section, no signs of endometriosis were found. Th e symptoms persisted for the past eight years and aggravated in the last six months. Pain was located in the scar area, irradiating to the pelvis. Considering the present status and patient history of previous cesarean section, AWE was suspected. A nodule painful to palpation was found in the medial part of previous Pfannenstiel incision. Findings of routine laboratory analyses were completely normal, excluding anemia. Transvaginal ultrasound was performed, showing no pathology in the pelvis. Ultrasonographic examination of the abdominal wall showed tumefaction measuring 55x25 mm. Ultrasound guided biopsy was performed. Histopathology of the biopsy specimen revealed fatty and connective tissue infi ltrated by focal clusters of siderophages and mononuclear cells together with endometrial glands surrounded by endometrial stroma, which confi rmed the diagnosis of endometriosis. Additional work-up was performed. Computerized tomography revealed tumefaction of the abdominal wall above the symphysis, measuring 33x25x38 mm, which was inseparable from the muscle layer. Surgical procedure was recommended. Wide excision in general anesthesia was performed. Histopathologic examination confi rmed ectopic endometrial tissue.
Discussion
Endometriosis was fi rst described by Rokitansky in 1860 and it indicates the presence of ectopic growth of endometrial gland and stroma with specifi c histologic features. Th ere are several theories on the etiology of the disease. Th e most probable theory is direct implantation of endometrial tissue by transtubal regurgitation during menstrual cycle. Another theory is metaplasia of mesothelial cells in peritoneal cavity under certain conditions. Distant metastases are interpreted by hematogenous and lymphatic spread. Th ere is also a theory of multifactorial polygenic inheritance of endometriosis 5 . Direct implantation of endometrial tissue in abdominal wall during surgical procedures is the most probable theory for AWE. Risk factors for endometriosis are early menarche, short menstrual cycles, menorrhagia, infertility, and excessive use of alcohol, caff eine and environmental pollutants 1 . Typical locations of endometriotic lesions are the ovaries, pelvic peritoneum, the utero-sacral ligaments and fallopian tubes. Less frequently, endometriosis appears in the lymph, and even more rarely in the colon, other parts of the digestive tract, and the vagina. Very rare locations are urinary tract, lungs, muscles, bones and nervous system. AWE is a rare condition that usually develops in a surgical scar, although it can be found in patients without a history of abdominal surgery (umbilical endometriosis). Diagnosis and removal of AWE is very important. It is a chronic disease and the symptoms can signifi cantly aff ect the quality of life. Another important reason for surgical treatment is potential relapse or malignant transformation of AWE 3, 4 . Th e incidence of AWE is 0.03%-2% after cesarean section. However, every surgical procedure in the pelvis carries a certain risk of AWE.
Th ere is a case of AWE in a 15-year-old patient two years after appendectomy and one year after tuboovarian abscess 6 . A case of AWE at the site of trocar during laparoscopic removal of ovarian endometrioma has also been reported 7 . Kitajima et al. describe a case of AWE in a 26-year-old female with a history of surgery related to bladder extrophy in her neonatal and infantile periods 8 . Kodandapani et al. describe a case of umbilical scar endometriosis following laparoscopicassisted vaginal hysterectomy 9 . One of the most interesting examples of the disease unpredictability is reported by Song et al. describing a 9x7.6x6.2 cm large AWE two years after laparoscopic supracervical hysterectomy 10 . Spontaneous AWE is rare and makes 9%-20% of all AWEs 11, 12 . Some cases of scar endometriosis have been reported after episiotomy 7 . Th e number of cesarean sections is increasing. Th is could be a reason for the increased incidence of AWE. Th e triad of mass, pain and cyclic symptomatology helps in the diagnosis, but unfortunately it is not present in all cases 13 . All of these symptoms were present in our case. A wide spectrum of mimicking conditions is the main reason for late diagnosis and treatment of AWE. In our case, the symptoms lasted for eight years and had been intensifi ed in the last six months prior to surgery. Up to 50% of all cases present without pain related to menstrual cycle 14, 15 16 . A common occurrence is scar augmentation during menstruation. Preoperative diagnosis was accurate in 10%-50% of cases 15, 17 . Th e most common preoperative diagnosis was neoplasm 18 . Diff erential diagnosis includes abscess, lipoma, hematoma, sebaceous cyst, suture granuloma, hernia, lymphoma and carcinoma.
Th e ultrasonographic appearance of AWE can widely diff er. Th e most common fi ndings are cystic, polycystic, solid or mixed nodule near to the cesarean section scar with irregular borders, heterogeneous texture characterized by scattered internal hyperechogenic foci, peripheral hyperechogenic ring and scanty vascularity. On computerized tomography, AWE usually appears as a circumscribed solid or mixed mass, enhanced by contrast, often with hemorrhages 19 . In our case, after ultrasonography and computerized tomography we performed biopsy that revealed the diagnosis. Surgery is the treatment of choice for AWE. Excision with histologically proven free surgical margins of 1 cm is mandatory to prevent recurrence. To exclude the intraperitoneal spread of the disease in symptomatic patients, some authors recommend explorative laparoscopy 2, [20] [21] [22] . Abdominal wall endometriosis is a rare condition related to prior pelvic surgery. Th ere also are occasional reports of spontaneous AWE. Th e most common procedure prior to AWE is cesarean section. Th e number of cesarean sections is increasing, so we can expect an increase in the incidence of AWE. Th e diagnosis is usually late due to rarity of the condition and specifi city of symptoms. Duration of symptoms can significantly infl uence the quality of life. All these facts call for appropriate and timely diagnosis and treatment of the condition.
